Venous air embolism during scalp dissection in a case of cerebellar haemangioblastoma

Surya Kumar Dube, Vivek Bharti Sharma, Shailendra Kumar, Girija Prasad Rath
Sir, Venous air embolism (VAE) is the entrainment of air from the operative field or other communication with the environment into the venous vasculature producing systemic effects. [1] We report a case of VAE during scalp dissection in a patient undergoing craniotomy in sitting position for cerebellar haemangioblastoma. A 17-year-old, 40 kg, American Society of Anaesthesiologists physical status I, male patient presented with gait instability for 1 year and headache in occipital region for 9 months. The patient was diagnosed to have cerebellar haemangioblastoma [ Figure 1 ] and was posted for excision in sitting position. There was no history of any respiratory or cardiovascular abnormality. His routine blood investigations, electrocardiogram, and chest X-ray were within normal limits. The patient was premedicated with intramuscular glycopyrollate 0.2 mg 1 hour before induction of anaesthesia. A general endotracheal anaesthesia with fentanyl, propofol, sevoflurane, vecuronium and nitrous oxide and oxygen (2:1 ratio) was used. Central venous cannulation (right subclavian vein) and intraarterial cannulation was performed following induction of anaesthesia. The patient was preloaded with 1 litre of crystalloid solution to ensure a central venous pressure of 8 mmHg, before the patient was made seated. The vital parameters of the patient remained unremarkable after sitting position. But soon after the surgeons started dissection of the scalp and pericranium, a sudden fall in end tidal carbon dioxide (EtCO 2 ) from 34 mmHg-20 mmHg and blood pressure from VAE the fall is usually gradual. [3, 4] So we considered the aetiology of the above event to be VAE and managed as per the standard management protocol. [2] With this case report, we want to emphasise that VAE can occur through occipital diploic veins even during dissection of scalp and pericranium in posterior fossa surgery with patient in sitting position. In the event of sudden and sustained fall in EtCO 2 during surgery in sitting position, VAE should be the first diagnosis even at the initial stages of surgery.
body since 2 days. He was a smoker since last 50 years and was a known case of hypertension and Type 2 diabetes mellitus since last 10 year and chronic obstructive pulmonary disease (COPD) since last 3 years. He had a history of snoring and dyspnoea on exertion New York Heart Association grade 2 and had undergone coronary artery bypass grafting 15-years ago. He also had a history of hoarseness of voice 4 years ago for which he underwent laryngeal biopsy followed by microlaryngeal surgery (MLS) of a vocal cord nodule. The patient had complaints of mild hoarseness of voice following the laryngeal surgery. His routine haematological investigations were within normal limit. He had COPD changes in chest-X ray and his ECG showed ST depression in the in V3-V5, II and avF leads and right bundle branch block. He had a left
